A b s t r a c t A 23-year-old w o m a n presented with low back pain of several m o n t h s ' duration. A tuberculous infection of the left sacroiliac joint was diagnosed by closed-needle biopsy. The clinical presentation, radiological features and outcome of this patient are discussed.
Introduction
Tuberculosis is nowadays not a rare disease. It is estimated that 1 billion persons worldwide are infected with Mycobacterium tuberculosis [2] . Tuberculosis has thus not been eradicated [4] and recently an outbreak was reported [8] . Extrapulmonary involvement is present in 18% of the cases reported in the United States [2] and pleurisy is frequently caused by reactivation of the disease [11.
We report a patient with tuberculosis of the sacroiliac joint. The diagnosis was established by finding granuloma and acid fast bacilli in the specimen of the joint.
Case report
A 23-year-old Greek woman, a lawyer, presented with a 14-month history of low back pain. She had been treated with non-steroidal anti-infammatory drugs without any success. The pain had recently worsened and resulted in difficulty in working. There was no fever, weight loss or other constitutional symptom. On admission, her temperature was 36.8°C, her pulse was 70/rain and her blood pressure 120/80 mm Hg. Physical examination revealed mild tenderness over the left sacroiliac joint. Neurological examination revealed no abnormalities. Laboratory examination showed mild anaemia, an ESR of 82 mm/h and a C-reactive protein of 95 mg/dl (normal < 5 mg/dl). Tuberculin skin test was positive (15 mm). Results of biochemical investigation were normal or negative. Chest radiographs showed clear lungs. Pelvic radiograph showed a widening and rarefaction of the upper left of the sacroiliac joint. A C T scan revealed erosions of the left sacroiliac joint (Fig. 1) . A 99mTc methylene diphosphonate radionucline bone scan revealed increased uptake on the left side of the sacrum. A needle Fig. 1 CT scan demonstrated erosion of the left sacroiliac joint biopsy of the area was performed and a granuloma with caseous necrosis, some Langhans multinucleated giant cells and acid fast micro-organisms were observed. A combination therapy was administered, consisting of dianicotyl 400 rag/day, rifampicin 600 mg/day and myambutal 1200 mg/day. Two months later there were no laboratory or clinical findings. A year later plain radiographs demonstrated density of the left side of the sacroiliac joint.
Discussion
Sacroiliac tuberculosis is a rare condition and is difficult to assess [10, 12] , although, recently, new cases of sacroiliac tuberculosis have been published, emphasizing the newer diagnostic procedures and the differential diagnosis [3, 11] . Tuberculosis of bone usually follows primary infection. The mycobacteria spread haematogenously at the time of the primary infection or, later, from a dormant primary site or from another extraosseous secondary focus [13] . In our patient we could not find the primary site and the only finding was the positive tuberculin test [9] . Although the tuberculin skin test is the only method of detecting M. tuberculosis infection, it is neither 100% sensitive nor 100% specific [7] . Pelvic radiographs, bone scans and CT scan showed a localized lesion at the left sacroiliac joint. These methods of investigation give satisfactory results in the majority of patients with inflammatory disease [6, 12] , although they do not have the sensitivity to differentiate pyogenic from granulomatous sacroiliitis [5] . Therefore, in view of the laboratory findings, the positive tuberculin skin test, the lack of evidence of any underlying seronegative spondyloarthropathy and the CT scan findings, a needle biopsy was carried out and histological findings confirmed the diagnosis. Therefore, biopsy of the joint is necessary for the diagnosis [12] . In addition, the results of the treatment supported the diagnosis in our patient.
